Abstract
O R I G I N A L A R T I C L E
PTH and bone turnover, debate still exists about the ability of PTH to predict bone histology in an individual patient. Table 2 illustrates the variations in the PTH threshold for distinguishing low turnover and high turnover states in reported literature. The clinical interpretations of these studies were hampered for a number of reasons. These include differences in selection criteria and indications for bone biopsy, variations in exposure to aluminium and vitamin D derivatives, and differences between the PTH assays used. In this study, we recruited only patients with minimal aluminium exposure and with no effect of vitamin D derivatives in the past month. We found that osteitis fibrosa or HTBD hyperparathyroidism (osteitis fibrosa) was 250 ng/L (sensitivity, 75%; specificity, 71.4%), and for LTBD was below 100 ng/L (sensitivity, 60%; specificity, 90%). Maximum likelihood ratio for HTBD and LTBD were 2.9 and 6, respectively.
DISCUSSION
In this study, we used ROC analysis for identifying thresholds of iPTH level for high and low bone turnover disease. Receiver operating characteristic curves are used to determine the appropriate cutoff values in the diagnosis of various conditions (5 cannot be predicted by BFR. So we use fibrosis area/ bone area as criterion to determine the cutoff value of iPTH in predicting HTBD through analysis of ROC. The cutoff value of iPTH in this study (250 ng/L) was similar to the results as reported previously. For low bone turnover states, we use BFR as indices to determine the low turnover states cutoff value of iPTH by using ROC analysis. Our results showed that the value of iPTH for low turnover (100 ng/L) was similar to the reports by Qi Q and Gerakis A (9,10). Although the area under ROC curve was acceptable 0.82, the sensitivity of iPTH in predicting low turnover states was low, which was almost the same as the sensitivity reported by Wang M and Qi Q (7, 8) . This indicated that low turnover states are more difficult to diagnose with noninvasive techniques. In such instance, a bone biopsy will be useful.
Determining the cutoff value of PTH is very important because it appears that atherosclerotic calcification is an actively regulated process similar to bone formation. Cells capable of osteoblastic differentiation and calcification have bee found in coronary arteries with atherosclerotic plaques but not in normal uninjured coronary artery segments (11) . The precise pathophysiology of coronary calcification is unclear at this time however elevation of PTH was an independent risk factor of metastatic calcification.
We conclude that the ability of PTH to predict bone histology is better in populations who have not been exposed to aluminium. In such settings the threshold value for the diagnosis of LTBD varies from the upper limit to twice the upper limit of normal, whereas PTH values in excess of three to four times the upper limit of normal are associated with HTBD. Nevertheless there remains a "grey zone" of PTH values that can be associated with low, normal or high bone turnover.
